Verrucous carcinoma is a low-grade variant of squamous cell carcinoma reported to occur in all anatomic sites in the head and neck region, most commonly the oral cavity. The tumor grows locally invasive but is histologically benign and metastasizes rarely. To date, 22 cases of verrucous carcinoma involving the nasal cavity and/or the paranasal sinuses have been reported. We present a case of verrucous carcinoma involving the paranasal sinuses, nasal cavity, cranium, and orbit. This case highlights the diffi culty of pathologic diagnosis and management options for a rare neoplastic lesion.
Introduction
Neoplastic lesions involving the nasal cavity and paranasal sinuses are rare and have a diverse pathologic diagnosis. Approximately 3% of all head and neck neoplastic lesions are sinonasal carcinomas. 1 The most common type of sinonasal carcinoma is squamous cell carcinoma. 2 Verrucous carcinoma (VC) is a low-grade variant of squamous cell carcinoma with a locally invasive growth pattern, but it has a histologically benign appearance and metastasizes rarely. We present a case of VC with involvement of the sinonasal cavity, orbit, and cranium. Diagnosis was obtained through multiple biopsies, and treatment was surgical, following current guidelines. 3 We present a case of an unusually extensive sinonasal verrucous carcinoma, with emphasis on the clinical, pathologic, and radiologic fi ndings and surgical management.
Case report
A 54-year-old Hispanic man with a chief complaint of nasal obstruction for several years was referred to the Otolaryngology Clinic for evaluation and treatment. He also reported increasing facial pressure and occasional purulent nasal discharge. He denied pain, numbness, epistaxis, or visual changes. Of note, the patient is a woodworker with a 30 pack-year smoking history.
The patient's medical and surgical history included an incidental fi nding of an intranasal mass on computed tomography (CT) performed after a motor vehicle accident 3 years prior to his presentation. This mass was untreated. He also reported resection of a mass of unknown pathology from the base of his tongue during childhood.
The physical exam was signifi cant for a mass visible in the left nasal vestibule on anterior rhinoscopy. A neurologic exam was normal except for a subjective decreased sense of smell. Extraocular muscle motion and vision were normal. A neck examination revealed no abnormal fi ndings. CT showed a destructive lesion apparently originating in the left posterior ethmoid, with extensive erosion of the anterior skull base and the right and left lamina papyracea (fi gure 1).
A biopsy of the mass done in the clinic was nondiagnostic, and therefore an endoscopic biopsy was performed in the operating room. Frozen sections taken from the posterior ethmoids revealed a small focus of carcinoma-in-situ (CIS) amid a large quantity of tissue consistent with VC (fi gure 2).
Postoperative magnetic resonance imaging (MRI) was obtained after the biopsy to better characterize orbital, skull base, and brain involvement. This study showed an intranasal soft-tissue mass isointense with brain on T1 imaging (fi gure 3). This mass enhanced with contrast. While the tumor entered the pterygopalatine fossa, there was no clear ganglion or infraorbital nerve involvement.
Right orbital involvement was limited to erosion of the lateral orbital wall. Left orbital involvement included obliteration of the nasolacrimal duct and invasion into the tissues beneath the medial canthus. While the tumor contacted the medial rectus, the interface with the muscle was smooth. Intraconal and optic nerve involvement were not present.
In the anterior cranial fossa, a 3-cm cribriform defect was noted (fi gure 3). While dural enhancement was present, the dura/tumor interface was smooth. Imaging of the brain was otherwise normal. The neck showed no lymphadenopathy.
The tumor was resected through a subcranial and transnasal approach. The dura and left periorbita were found to be free of tumor on frozen sections, and no orbital exenteration was deemed necessary. The posterior border was likewise successfully resected with clear margins without having to sacrifi ce vital structures. Mild postoperative diplopia resolved with the passage of time. No epiphora, cerebrospinal fl uid leak, or vision loss was experienced.
Extensive sampling of the submitted tumor demonstrated a predominantly exophytic or papillary lesion composed of well-differentiated, cytologically bland, squamous epithelium with extensive parakeratosis and absent stratum granulosum (fi gure 4). The base of the lesion showed rounded or bulbous rete pegs with broad pushing borders and an intact basement membrane. No other areas of epithelial dysplasia, CIS, or invasion were noted in the thoroughly sampled specimen.
The patient had a fi nal diagnosis of a T4N0Mx sinonasal VC. He received concomitant radiation (60 Gy to the tumor bed; 52.5 Gy to the bilateral neck) and chemotherapy (210 mg IV cisplatin for three cycles; 110 mg/m 2 ). Repeat imaging and endoscopic exams showed him to be free of recurrence 11 months postsurgery (fi gure 5), and he remains so 3.5 years postsurgery.
Discussion
VC is a low-grade variant of squamous cell carcinoma, so named because its fi liform projections of keratin give it a gross surface appearance of a wart. In sites outside the paranasal sinuses it often presents as a well-delineated, exophytic caulifl ower or papillary mass. The most common sites in the head and neck are the oral cavity, followed by the larynx. 4 Tobacco smoking increases the risk of development of VC, as perhaps does human papilloma virus infection. There seems to be a male preponderance, with the age range of affected patients being between the 5th and 6th decades. 5 The clinical differential diagnosis of VC includes a wide variety of lesions, both benign and malignant. Clearly, careful histologic examination and diagnosis are important in planning the extent of resection, surgical treatment of the neck, and adjuvant therapy.
Sinonasal VC and hybrid tumors are rare, with 22 other cases reported. 5, 6 Nasal obstruction and awareness of an intranasal lesion were the most common presenting symptoms. The most common location was the lateral nasal wall. Treatment consists largely of surgical excision via an intranasal approach, maxillectomy, or combined approach. Adjuvant radiation was given in 1 case with no acceleration of the disease process after more than 10 years of follow-up. Early recurrence or residual disease was detectable at 1 year in one-third of patients and was successfully treated with wide local excision of the surgical fi eld. 5, 6 Initial case reports described anaplastic transformation of VC following external beam radiation. Later reports question this fi nding, suggesting that perhaps the initially reported tumors were really more correctly classifi ed as hybrid tumors. 6 In conclusion, our case highlights many of the important aspects of this rare lesion. In patients with nasal masses associated with signifi cant bony destruction, particularly in patients with risk factors, the fi nding of benign tissue on biopsy should be questioned. Extensive debridement with serial frozen sections may be required to obtain the correct diagnosis. VC-like pathology may be part of a number of lesions, including hybrid tumors and inverting papillomas. Considerable expertise and effort on the part of the pathologist may be required for correct diagnosis.
Treatment consists of excision with negative margins, which may consist of craniofacial resection, endoscopic resection, maxillectomy, or combined approaches. Because of the pushing borders associated with VC, rather than the infi ltrative spread seen in other sinonasal malignancies, resection with negative margins is more likely to spare adjacent structures such as the orbit. However, the rate of recurrent or residual disease remains high. Adjuvant radiation therapy has not been conclusively demonstrated to induce anaplastic transformation.
